suMMARY The electrocardiographic conduction disturbances were evaluated retrospectively, in relation to prognosis, in 196 patients who underwent correction of tetralogy of Fallot. The follow-up was one to 20 years (mean 10). After surgery complete right bundle-branch block occurred in 187 patients (95 %), right bundle-branch block and left axis deviation in 17 patients (9 %), and progressive conduction defects, either left axis deviation or right bundle-branch block, developed during follow-up in 21 patients (11%). Nine patients (4-6%) died suddenly and two patients developed complete heart block late after the operation. Though 
suMMARY The electrocardiographic conduction disturbances were evaluated retrospectively, in relation to prognosis, in 196 patients who underwent correction of tetralogy of Fallot. The follow-up was one to 20 years (mean 10). After surgery complete right bundle-branch block occurred in 187 patients (95 %), right bundle-branch block and left axis deviation in 17 patients (9 %), and progressive conduction defects, either left axis deviation or right bundle-branch block, developed during follow-up in 21 patients (11%). Nine patients (4-6%) died suddenly and two patients developed complete heart block late after the operation. Though late sudden death or complete heart block occurred in 19 per cent of patients with progressive conduction defects as opposed to 4 per cent of the group with stable conduction defects, the difference was not significant.
Twenty-four hour ambulatory electrocardiographic monitoring was performed in 74 patients; 41 per cent had significant (Lown grade 2, 3, or 4) ventricular arrhythmias. The incidence of ventricular arrhythmia in the group with progressive conduction defects (80%) was significantly higher than in the group with stable conduction defects (30%). As occult arrhythmia may be the cause of sudden death, it is important to identify these patients.
Late sudden death has been reported after surgical correction of tetralogy of Fallot in up to 3A4 per cent of patients.' Both the cause of these deaths and the prognostic significance of preoperative and postoperative conduction disturbances remain controversial. Right bundle-branch block is the commonest conduction disturbance: Kulbertus et al. 2 Twenty-four hour out-patient ambulatory electrocardiographic monitoring was performned on 74 patients using the Oxford Medilog cassette recording system. These patients were being followed up at the Hammersmith Hospital or other centres where ambulatory monitoring facilities were available. No other selection criteria were employed. The recordings were analysed by one of the authors using a Reynolds High Speed Pathfinder analyser and they were reviewed by a second physician. The ventricular arrhythmias found were graded using a modification of the Lown criteria. 9 The following categories were defined: grade 0, no ventricular extrasystoles in 24 hours; grade 1, occasional ventricular extrasystoles, but no more than 30 in any hour of monitoring; grade 2, more than 30 ventricular extrasystoles in any hour of monitoring; grade 3, multiform ventricular extrasystoles; grade 4a, couplets (two consecutive ventricular extrasystoles); grade 4b, ventricular tachycardia (three or more ventricular extrasystoles in succession).
STATISTICAL ANALYSIS
The Fisher exact test was used, where appropriate, to assess statistical significance. Ormond Street.
Results

ELECTROCARDIOGRAM
Atrioventricular block
The incidence of atrioventricular block during ambulatory monitoring is shown on Table 4 . First degree heart block was noted throughout the 24-hour period in three patients and occurred intermittently in a further three cases. Five of these six patients had right bundle-branch block with a normal QRS axis, and the remaining patient had progressive left axis deviation during follow-up. Second degree heart block and complete heart block were uncommon findings: transient atrioventricular dissociation, with a ventricular rate of 50 to 60/ minute, occurred in two patients, and both had right bundle-branch block and a normal QRS axis. 
